INTRODUCTION
Parents who smoke place both themselves and their children at increased risk for developing multiple health problems, 1 and both adult and pediatric clinical practice guidelines recommend that healthcare providers counsel parents who smoke regarding smoking cessation. 2, 3 Advice from healthcare providers may focus on the harms towards a parent's own health, but may also highlight the deleterious effects of secondhand smoke exposure on children. The extent to which parents who smoke receive these different counseling messages remains largely unknown. Using nationally representative data, we characterized how often parents receive certain types of counseling from healthcare providers and factors correlated with counseling receipt.
METHODS
We analyzed data from the Medical Expenditure Panel Survey (MEPS), a nationally representative survey of the non-institutionalized US population, from 2010 to 2014. We included primary respondents ages 18 to 64 who were self-reported smokers at the time of surveying and who were identified as the mother or father of at least one child (age 0 to 17 years) living in the household. Adult smokers were asked about advice to quit with the question: BIn the past 12 months, did a doctor advise you to stop smoking?^For each child, primary respondents were asked, BHas a doctor or other health provider ever given you advice about how smoking in the house can be bad for [the child's] health?^We classified parents as receiving child-focused counseling if they reported receiving this advice for any of their children during the past 12 months. We used separate multivariable logistic regression analyses to explore correlates of receiving (1) advice to quit and (2) childfocused counseling. All analyses took into account the complex design of the MEPS.
RESULTS
Of 17,821 parents in our sample with smoking status information, 2999 reported smoking (weighted percentage of 17.1%, corresponding to a weighted sample of 27,728,644 smokers). In this subset, the majority were female (78.3%), white (79.6%), non-Hispanic (89.5%), and from lower income households (56.7% with incomes <200% Federal Poverty Limit) ( Table 1 ). 19.6% had at least one child with asthma. More than one quarter (28.4%) denied receipt of any counseling. 55.3% reported receiving general counseling, and 43.8% reported counseling regarding at least one child ( Fig. 1) . In multivariable logistic regression analyses, females, those with a usual source of medical care, insurance, or history of cancer or heart disease, were more likely to receive advice to quit ( Table 1) . Parents of young children, children with asthma, and AfricanAmerican parents were more likely to report receiving child-focused counseling.
DISCUSSION
Given the adverse effects on their own health and their children's health, parents who smoke represent a unique population of adults to target for smoking cessation counseling. Unfortunately, many report not receiving advice to quit or child-focused counseling, consistent with prior studies, 4, 5 and over 28% received no counseling at all. We found that while parental access-to-care measures correlated with receipt of advice to quit, they did not correlate with child-focused counseling receipt; also, almost one fifth received only child-focused counseling. To the extent that child-focused counseling is delivered in pediatric settings, this highlights the potential of leveraging contacts with the pediatric setting to reach adult smokers with limited healthcare access for themselves, a strategy which has been shown to be effective in interventions involving counseling and referral to cessation services. 6 At the same time, overall child-focused counseling rates are low, perhaps reflecting multiple barriers to addressing Reference group: not having the co-morbidity; chronic lung disease includes reported diagnoses of emphysema and chronic bronchitis; heart disease includes diagnoses of angina, coronary heart disease, myocardial infarction, stroke and angina # FPL = Federal Poverty Level **Reference group: not having a child in the age group Italicized odds ratios indicate values for which p<=0.05 parental smoking in pediatric settings. 5 While this study is based on self-reported measures which may be prone to recall bias, it highlights multiple Bmissed opportunities^to address parental smoking in the healthcare setting. Improving overall rates of counseling, supporting pediatric settings in providing services to parents who smoke, and determining whether advice to quit provided in the context of parents' health or child-focused messaging leads to differential cessation rates are important next steps. Figure 1 Frequency of cessation counseling received, by type.
